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A case is reported of a florid fibrosclerotic infiltration of'the pelvis without ureteric obstruction; previous reports of retroperitoneal fibrosis of the pelvis have all been associated with ureteric obstruction.
Case report
A 33-year-old woman was referred to the London Hospital with difficulty of micturition following an episode of acute urinary retention three months earlier which required admission to her local hospital. Examination under anaesthesia (EVA) and cystoscopy had been performed, the only abnormal finding being a slight thickening on the anterior vaginal wall. The biopsy showed chronic inflammation only, which was thought to account for her acute retention. Her difficulty with micturition continued and she was referred to the London Hospital.
Her menarche was at the age of 13. She was nulliparous and had regular normal periods. The only relevant past history was that 15 years earlier, at a routine medical examination, she was found to have a thyroid cyst; this was removed and confirmed as benign. She was never thyrotoxic. On examination the only abnormalities were a well-healed thyroidectomy scar and some suprapubic tenderness. She was virgo intacta and a rectal examination was performed which revealed a hard craggy mass anteriorly. Her intravenous 'Case presented to Section of Obstetrics and Gynaeco!ogy, 26 February 1982. Accepted 22 September 1982 2Present address: St James's University Hospital, Leeds 0141-0768/83/060523-02/$01.0010 pyelogram was normal and she therefore had a further EVA and cystoscopy, which revealed that the mass was covered with normal healthy vaginal mucosa; the mass was also palpable in the pouch of Douglas. Cystoscopy (Professor J P Blandy) was normal except that the base of the bladder was being distorted by a mass from without.
Biopsies of the mass were sent for culture and histology: all cultures were' negative, and all biopsies showed 'a dense lymphocytic infiltration with some fibroblasts and eosinophils'. An ultrasound scan confirmed the mass in the pouch of Douglas ana a CAT scan suggested that there might be some bowel involved in the mass. Laparotomy was therefore performed: liver, spleen, kidneys, aortic and para aortic lymph nodes, small and large bowel (not involved in the mass), ureters (inspected along their length), peritoneum and ovaries were all normal. In the pelvis there was a large retroperitoneal coconutsized rubbery mass arising from the pouch of Douglas. The majority of this was removed and bilateral wedge resection of the ovaries was performed. The patient made an uneventful recovery and was discharged home.
The histology was unchanged when she was seen 8 weeks later and the mass was palpable abdominally; at a further EVA the urethra was found to be very distorted and cystoscopy was only performed with great difficulty. The mass had increased rapidly in size and the right vulva was woody hard, the vagina was very narrow and the mucosa was still normal ( Figure I) . In view of the rapid increase in size of the mass and its compression of the urethra and rectum, the patient was treated empirically with radiotherapy: 2000 rad of deep X-ray therapy was administered to her pelvis. A further EVA revealed that the mass had regressed slightly, and radiotherapy was therefore continued to a total dose of 6000 rad.
EVA two months later revealed the tumour to have regressed remarkably, there being only slight residual thickening on the anterior vaginal wall. Six months later the findings were unchanged. She has, however, undergone a radiation menopause but was otherwise well one year later.
Discussion
The diagnosis of the tumour is not certain but may represent a lymphocytic type of fibrosclerosis. Fibrosclerosis is known to occur as a secondary reaction to malignancy, infection or certain drugs. However, careful investigation has failed to reveal any predisposing factor in this case. Previous reports of retroperitoneal fibrosis confined to the pelvis have been associated with ureteric obstruction. Nasr & Van Voorhuis (1970) fibrosis which also regressed with radiotherapy, but their patient. had a pelvic sarcoma. Heath (1979) and Bramm et al. (\979) have reported patients with vaginal masses which were found to be retroperitoneal fibrosis of the pelvis, but histologically these had a dense fibroblast infiltration rather than predominantly lymphocytic infiltration. This patient is unusual as she had a heavy lymphocytic infiltration and no ureteric obstruction. 
